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Laguna Honda Hospital & Rehabilitation Ctr D/P Snf
375 Laguna Honda Blvd.
San Francisco, CA 94116

F 0609

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 

Based on interview and record review, the facility failed to ensure an allegation of abuse was reported to 
appropriate authorities within the required regulatory timeframe for one (Resident 1) of three residents when:

Resident 1 had verbal altercation with another resident (Resident 2) on 4/22/21 at 6:00PM, but was not 
reported until 4/24/21 at 4:30PM.

This failure had the potential to negatively impact the protection of residents from abuse.

Findings: 

During an interview on 9/3/21, at 11:20AM, Staff 2 stated that Nursing Supervisor 1 (NS1) did not report the 
incident. Nursing Supervisor 2 (NS2) reported the incident two days later, on 4/24/21. 

During an interview on 9/3/21, at 4:05PM, Staff 2 stated, It was a late report. 

During an interview on 10/29/21, at 4:28PM, Staff 1 stated, I don't remember why it was not reported. I told 
my supervisor that day. NS1 told him to observe Resident 1 and Resident 2.

Review of Resident 1's Nursing Note, dated 4/22/21, 4/23/21, 4/24/21, 4/25/21, 4/26/21, and 4/27/21 
indicated, nurses observed Resident 1, and Resident 1 had no issues.

Review of Resident 2's Nursing Note, dated 4/22/21, 4/23/21, 4/24/21, 4/25/21, 4/26/21, and 4/27/21 
indicated, nurses observed Resident 2, and Resident 2 had no issues.

During an interview on 10/29/21, at 4:46PM, with Nursing Supervisor 3 (NS3) stated, Whoever taking care of 
resident, they are supposed to call Ombudsman and CDPH. 

During an interview on 11/1/21, at 11:56PM, with NS1 stated, I cannot recall, when asked about the incident. 
NS1 stated, whoever witnessed the incident needed to report immediately to CDPH, Ombudsman per policy 
and procedure. 

(continued on next page)
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Review of Resident 1's nursing note, dated 4/24/21 at 5:28PM indicated, NS2 left a message to CDPH (The 
California Department of Public Health) and Ombudsman at 4:30PM. The nursing note also indicated, NS2 
reported to Sheriff. 

During a review of Facility's Incident Interview Report, dated 4/28/21 indicated, . called in to report . on 
4/24/21 to CDPH, Ombudsman and SFSD(San Francisco Sheriff's Department).

During a review of the facility's policy and procedure(P&P), Abuse and Neglect Prevention, Identification, 
Investigation, Protection, Reporting and Response, indicated on page 9 of 22, . 6. Reporting Protocol a. All 
LHH(Laguna [NAME] Hospital and Rehabilitation Center) employees . are mandated reporters of alleged 
incidents of abuse and/or suspicion of incidents of abuse. i. The mandated reporter shall immediately 
respond to and report observed or suspected incidents of abuse by contacting the following within 2-hours: 

· CDPH .

· Ombudsman .
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